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CASE SUMMARY
On a national level, the need for development of alternative care
environments for medically-complex children with long-term
rehabilitation care needs is well documented. It has been noted that
the acute care setting is often inappropriate to address the functional
needs of these children where specialized staff training (especially
nursing), equipment needs, and space configurations are required. A
number of factors have contributed to the urgency for creation of such
alternative care settings, including advances in medical technology
which increases the likelihood of survival of children with chronic
health care needs, and a trend toward utilization of non-traditional,
cost-effective settings for inpatient rehabilitation.
Curative Rehabilitation Center and Children's Hospital of
Wisconsin engaged in a joint study to determine the demand for
establishing a specialized unit to treat children with extensive
rehabilitation needs that would operate at a lower cost than the
hospital setting, yet enhance effectiveness of the current programmatic
model. The demand forecast, completed in spring 1989, substantiated a
need to establish a separate unit for this purpose.
Based upon local needs, state and national trends, expert opinion,
environmental factors within the health care industry, and financial
analysis, development of a dedicated pediatric unit located within
Curative Rehabilitation Center is a viable option. Justification for
establishing a specialized unit is predicated upon the ability to
attract additional market share. It appears that sufficient demand
exists statewide to easily support the development of a 15 bed unit at
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On a national level, a need has been identified for the
development of alternative care environments for children with special
health care needs. (Gittler and Colton, 1987; Koop, 1987; Perrin and
Hobbs, 1985; and Smyth-Staruch, 1984.) This population may include
children that are technology-dependent, as well as those who may
require extensive inpatient rehabilitation services. A number of
factors have contributed to the urgency for creation of alternative
care settings including: (1) advances in medical technology which
enable the survival of children with chronic health care needs that
require long-term habilitative services; (2) a trend toward utilization
of nontraditional, cost-effective settings for inpatient rehabilitation
as influenced by; (3) the impending threat of the application of
Diagnostic Related Groups (DRGs) in the pediatric and rehabilitation
fields; (4) limited resources for commmunity-based care and home care;
and (5) infeasibility of home care due to family related or
environmental issues.
Spokespersons for the Wisconsin Bureau of Long-Term Support (C.
Kenney, personal communications, January 9, 1989) and Bureau of Health
Care Financing (S~Johnson, personal communication, January 11, 1989)
have echoed concerns raised at the national level, regarding
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alternative care settings for children with extended care
needs. Local community agencies and professionals concur. In
response, several proprietary organizations are considering the
development of sites to meet these needs.
This activity has provided the impetus for Children's Hospital of
Wisconsin (CRY) and Curative Rehabilitation Center (CRC) to engage in a
joint study to determine the level of demand for an alternative care
setting for children with special health care needs. Each institution,
is capable of lending a valuable contribution relative to resources and
expertise to address this issue.
Established in 1919, Curative Rehabilitation Center is the
rehabilitation arm of the eleven member Milwaukee Regional Medical
Center. A non-profit corporation, Curative's mission is to provide
comprehensive, medically-oriented habilitation, rehabilitation and
vocational services to all children and adults that are able to benefit
regardless of ability to pay, and within the limitations of available
Agency resources.
A $14 million operation, Curative treated over 9,000 patients in
1988. Of those, over 1,700 were children. Within Curative's
Demmer-Kiwanis Children's Center, nearly 63,000 hours of medical
service, physical therapy, occupational therapy, speech therapy, and
education were provided on an outpatient basis to children in 1988.
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Additionally, Curative is the physical and occupational therapy
provider through contract with Children's Hospital of Wisconsin.
In 1894, Children's Hospital was established as the only hospital
within Wisconsin exclusively for children - a distinction that holds
true today. A recognized leader in pediatric health care, CHW is
dedicated entirely to the care and treatment of children, from infants
to teenagers, throughout Wisconsin and Michigan's Upper Peninsula who
require specialized services. Services are provided without regard to
race, creed, color or ability to pay.
In 1988, a record 13,229 infants, children and adolescents were
admitted to CHW. More than 52,000 children were seen in the hospital's
specialty clinics and the Emergency Department/Trauma Center treated
31,380 patients. The average daily census was 146 (Children's Hospital
of Wisconsin, 1988).
An ongoing trend of increased service volume, coupled with
overcrowding and aging facilities, led Children's Hospital of Wisconsin
to begin to search for a new facility in 1977. After careful
consideration, the hospital's board of directors approved a site on the
Milwaukee Regional Medical Center campus (of which CHW is a member) for
the new hospital. Late in December, 1988, patients and staff moved
into the new 194 bed facility. Within one month of the new hospital's
opening, the census reached nearly 100%.
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The remainder of this paper describes the joint study conducted by
CRC and CHW to determine the level of demand for establishing an
alternative care setting for medically-complex children that require
extended rehabilitation care. Alternative scenarios are presented with
regard to facility locations, size and licensure. Ultimately,
recommendations are proposed, substantiated by the needs assessment,
current and projected financial data, and environmental factors.
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SECTION 2
DESCRIPTION OF THE CURRENT SITUATION
General Prevalence of the Target Population
Demographic data concerning children with extended care needs are
not widely available (U.S. Department of Education, 1985). However,
several sources (Perrin and Hobbs, 1985; Schwab, 1988; and Styberg,
1985) concur that there are approximately 2 million children, ages
0-18, in the United States who suffer from severe chronic illnesses.
Many of these children are residents of hospital intensive care units
or other institutions (Gittler and Colton 1987). Another 10 million are
afflicted with some degree of chronic health impairment which inhibits
daily functioning. Accident victims must also be added to the list.
It is estimated, therefore, that from one to ten percent of the
nation's children suffer from chronic problems of moderate to severe
nature. As compared to the total Wisconsin pediatric population, this
represents approximately 12,970 to 129,700 children under the age of
18, based on 1988 population estimates reported in the 1980 U.S.
Census.
The Vanderbilt Study, a forerunner of numerous efforts to identify
issues affecting chronically ill children and their families, selected
eleven representative childhood chronic diseases and reported upon the
typical prevalence per 1,000 population. As compared to Wisconsin's
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population, these figures indicate that as many as 32,633 children
under age 21 may be affected by one of these eleven illnesses. (A
complete listing of prevalence data related to the eleven chronic
diseases is included in Appendix A.) It should be noted, however, that
perhaps only half of the eleven diseases identified in the Vanderbilt
Study have implications for extended care needs.
National/State Posture
Beginning in the early 1980's, there has been a growing level of
commitment at the state and federal levels to adequately provide for
children with special care needs. In 1982, the first Surgeon General's
workshop on children with handicaps and their families was convened in
Philadelphia with a major emphasis on the ventilator dependent child.
That meeting produced a clear sense that health care systems need to
consider the entire family, rather than focusing exclusively on the
child, in order to enhance quality of life. Further, the need to take
advantage of progressive advances in medical technology and systems to
enable a more normalized life-style for children with special health
care needs was emphasized.
In June of 1987, the Surgeon General hosted a second conference in
which he unveiled a mandate for the direction of future services,
emphasizing family-centered, community-based, coordinated care
(Schwaab, 1988). As a follow-up, a third conference was held in the
fall of 1988 in order to assess progress and share strategies for
responding to the mandate (Schwaab, 1988).
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Professional organizations responded to the initial findings of
the Vanderbilt Study and mandates of the Surgeon General. In May,
1987, the National Association of Children's Hospitals and Related
Institutions, Inc. (NACHRI) released a policy statement before the
Department of Health and Human Services' Task Force on Technology
Dependent Children, challenging their response to the care of
technology dependent children. In the statement, it was noted that the
acute care setting was inappropriate for the extended care needs of
these children and recommendations were presented to address six common
barriers to provision of care in less restrictive, more normalized
settings. These barriers include: financial constraints; limited
availability of information, referral, and support services in the
community; lack of a system to coordinate care; lack of alternative
care settings; lack of respite care for families; and the nursing
shortage.
The American Public Health Association, Maternal and Child Health
Section, Committee on Children with Special Health Care Needs, released
a draft policy statement in February 1988. The policy echoes the
concerns of earlier federal works regarding the barriers to alternative
care settings for children with extended care needs, and articulates
the urgency for providing comprehensive, family-centered, coordinated
care in nonhospital-based settings.
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At the state level, the Wisconsin Maternal and Child Health (MCH)
Coalition released a report in 1989 entitled "Mothers and Children -
The Bridge to Comprehensive Care for Children with Special Health Care
Needs." The MCH Coalition firmly supports "family-centered,
community-based, coordinated care in the
most practical, cost-efficient, and sensitive way to provide services
to children with special health care needs and their families.
Wisconsin must make a commitment to provide services to these children
in ways that allow them to participate fully in all aspects of family
and community life."
Simultaneous to service issues centering on the systems
development and delivery patterns to meet the complex needs of children
with special health care needs, pressure had been exerted on hospitals
by private and governmental payors to move the children into more
cost-effective settings. Often, governmental assistance programs do
not cover the full costs associated with long-term care in the hospital
setting. Further, managed care plans are restrictive relative to the
intensity of services to be covered and many are issuing strict
guidelines, such as those developed by Wisconsin Peer Review
Organization (WIPRO), for determining appropriateness of
hospitalization for patients receiving rehabilitation services. As
testimony, a California-based company, Summit Health Ltd., which
operates long-term care rehabilitation center for pediatric patients
has found that insurance companies have been very receptive to
alternative care settings and will pressure physicians to move
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hospitalized patients. Any development of a pediatric and/or
rehabilitation DRG system could further underscore the benefit of
increasing cost-effectiveness of service delivery.
Across the United States, providers receptive to the concept of
alternative care for children with special health care needs have
developed a variety of patient care models. In a generic sense these
include pediatric skilled nursing facilities and group foster homes.
Many of these institutions have experienced high utilization. For
example, Northland Terrace in Columbus, Ohio, originally opened a 4-bed
pediatric unit for ventilator dependent patients, quickly expanded to
16 and are currently in the process of expanding to 32 beds (A.
Coreman, personal communication, February 13, 1989). Lifelines, a
multipurpose transitional living facility for children located in
Indianapolis (a metropolitan area similar to Milwaukee) maintains an
occupancy of approximately 32 patients. Of those, the majority are
rehabilitation and/or technology dependent patients (G. Richter,
personal communication, February 13, 1989). As another example, a
Phoenix, Arizona facility operated by Summit Health Ltd., has
experienced great success in its alternative care programs since they
have been proven a cost effective alternative to hospitalization.
Private insurers, along with the state of Arizona have been receptive
to their programs which provide a full range of rehabilitation
services, including respiratory care, for pediatric patients (Mistarz,
1985).
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Initially, the State owned/operated Central Center was the only
facility in Wisconsin to provide for long-term care needs of children.
As opposed to the community-based, family-centered philosophy, the care
provided at Central Center was purely custodial. Additionally, Central
Center has not accepted new pediatric patients for several years.
There are currently two group foster homes in Wisconsin that serve
technology-dependent children and others with special health care
needs. However, one of the homes has traditionally catered to
terminally ill children and neither is located in the Milwaukee area.
According to the Wisconsin Bureau of Long-Term Support, these
facilities operate marginally within the scope of their licensure, due
to their patient mix. As a result, the State has concluded that they
operate similar to a skilled nursing facility rather than as a
traditional group home.
Local Need
The need to establish a multipurpose unit for children with
extended care needs has been documented in the Milwaukee Community for
over 10 years. In his March 13, 1979 letter to Children's Hospital of
Wisconsin, Niels L. Low, M.D., Columbia-Presbyterian Medical Center,
first recommended development of a rehabilitation unit where children
with a wide variety of needs could receive care. This included
children for whom discharge is delayed due to environmental factors in
the home as well as for children in need of long-term care.
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In 1985, Jerome Styberg, a consultant to CHW, conducted an
in-depth demand forecast for inpatient rehabilitation services. His
report concluded that a sufficient caseload was present to support an
6-8 bed inpatient rehabilitation unit. This study did not include
ventilator dependent and tracheostomy cases, however, it was noted that
this group of patients would also be candidates for a comprehensive
rehabilitation program.
Pediatric rehabilitation services at CRC and CHW were reviewed in
1987 by three medical consultants. In their report of findings, these
consultants recommended the development of a rehabilitation unit, a
step down unit for children with respiratory problems, and a unit for
children with long-term problems designed to enhance parent
participation and education. Additionally, they felt that the existing
projection for bed need was too conservative.
Most recently, in June of 1988, the nationally recognized Medical
Director of Pediatric Rehabilitation at CHW, Mark Sp1aingard, M.D.,
cited the lack of a long-term pediatric care facility in Milwaukee as
being a problem in southeastern Wisconsin. His suggestion was to
combine inpatient pediatric rehabilitation with an extended care unit
for medically fragile children with rehabilitation needs. He noted
that such a facility would likely maintain a census of 10 children from
the Milwaukee area alone.
Personal contact, early in 1989, with six area physicians
representing pediatrics, physical medicine and rehabilitation,
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pulmonary medicine, orthopedics, and child psychiatry, further
substantiated the need for an alternative to hospitalization for
children that are medically stable yet require intensive
rehabilitation. Additionally, they identified a number of other
service components which could augment rehabilitation programs. These
include expanded day hospital programming, respite care, out-state
pre-surgical observation, child abuse observation, parent training,
medication observation, temporary placement for suicide attempts and
protective care.
Finally, the perception of increased demand for services, coupled
with current spatial limitations, prompted the CHW PT/OT staff to
review actual utilization of services and develop recommendations for
expansion of the department as appropriate. Results of this review
. indicated that the number of children treated under the inpatient
rehabilitation protocol has increased dramatically in the last 3 years.
Consistent with Commission on Accreditation of Rehabilitation
Facilities (CARF) standards, they recommended establishment of a




Currently, the population in question is cared for on a number of
units at Children's Hospital of Wisconsin. The relative dispersement
of these children throughout the hospital does not allow for the
development of staff expertise in dealing with the functional needs of
long-term rehabilitation patients. Additionally, current therapy
treatment space is often inadequate to meet the high demand for
service, causing overcrowding and an inability to segregate patients
requiring acoustical isolation, which often leads to parental
complaints.
Of equal importance, it must be noted that medically-complex
children with extended rehabilitation needs frequently don't fit the
normal profile of a hospitalized child. There comes a point in the
treatment process when they are no longer acutely ill, do not require
extensive nursing care, and generally feel well. At this point,
therapy requirements to achieve the full benefits of rehabilitation
needs to be significantly increased to as much as six hours per day
which is consistent with the current inpatient rehabilitation protocol.
This phase of treatment may last in duration from a few weeks to
several months. Understandably, there is substantial pressure from
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insurance carriers to discharge these children from the expensive
hospital beds before the patient is truly ready for return to the
community.
Based on state and local need, it appears that sufficient demand
may exist to support the development of alternative care arrangements
for children requiring intensive, long-term rehabilitation. The
primary problem is determining the size, function and location of a
unit that best meets the needs of the patient population while
simultaneously satisfying managerial and fiscal needs of both
institutions. Further consideration needs to be given to the needs of
the patients' family, payors, and also to general community and
societal benefits.
Secondarily, development of a specialized pediatric inpatient
rehabilitation unit has implications for licensure type and service
reimbursement. The manner in which the unit is defined could, to a
certain extent, dictate licensure requirements as well as reimbursement




In March, 1989, an assessment was completed which indicated a
definite need exists to provide an alternative inpatient care setting
for children with complex, long-term rehabilitative needs. This
population includes children that are technology-dependent, as well as
those that require extensive and intensive inpatient rehabilitation
services.
Justification of Need/Market Assessment
Patient Population
The typical population that utilizes therapy services are those
with orthopedic and/or neurological impairments. Additionally,
children with pulmonary dysfunction, such as those who require
ventilator assistance or tracheostomies, may also have extensive
therapy needs. Unfortunately, models for forecasting the demand for
inpatient rehabilitation, by these populations are not readily
available. However, over the past few years, demand for these services
at CHW has grown rapidly. In 1987, 8 patients were treated under the
established inpatient rehabilitation protocol; in 1988, that number
increased to 21 patients; and during the first 6 months of 1989, 31
patients were treated.
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Patients treated at Children's Hospital of Wisconsin under the inpatient
protocol range in age from 0-18. Current age distribution is as follows:
Table 4.1












The average length of stay was 28.5 days post-discharge from the
intensive care unit (ICU) or intermediate intensive care unit (IICU).
Approximately 71% of those treated during 1989 suffered from
intracranial disorders. Other diagnoses treated include juvenile
rheumatoid arthritis, cerebral palsy (post-operative), amputation,
neuromuscular disorders, and spinal cord injury. These types of
disorders are consistent with the 22 diagnoses identified by the Health
Systems Agency of Southwest Pennsylvania (HSASWP), for which pediatric
patients may require inpatient rehabilitation (Appendix B) as
documented by Styberg (1985).
In 1985, the consultant retained by CHW, utilized a demand model
formula developed by HSASWP to estimate bed need for inpatient
pediatric patients (Appendix C). At that time, he concluded that 6-8
beds could be utilized for this purpose at any given time. The 1985
bed need forecast was replicated using 1988 CHW discharge data which
indicated that an even greater demand exists now than did in 1985. In
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1988, 605 children were discharged from CHW with diagnosis which could
require rehabilitation (Appendix B). This translated to a need for
roughly 8 comprehensive rehabilitation beds. Should the 1989 trend
continue, it would imply a local need for a 12 bed unit. Projected
state-wide need is 23 pediatric rehabilitation beds in total (Appendix
C).
According to Dr. Mark Splaingard, Board certified pediatrician and
physiatrist, an additional 4 to 5 beds could be filled by
technology-assisted children seen at CHW with long-term pulmonary
and/or rehabilitation needs. Additional demand would come from other
area providers and the remainder of the State of Wisconsin, as well as
Northern Illinois, and the Upper Peninsula of Michigan.
As a secondary measure of forecasting demand, a use-rate formula,
developed by the National Planning Data Corporation was employed. Bed
need was estimated on the basis of the following:
1. (Population/lOOO) x use rate x average length of stay
patient days.
2. Patient days/365 = average daily census.
3. Average daily census/target occupancy rate - bed need.
The population utilized to project need represents the birth to
eighteen age range for the State of Wisconsin for 1993. This
population was also grouped into three regions, Southeastern Wisconsin,
Northeastern Wisconsin, and the remainder of the state, to better
18
analyze primary, secondary, and tertiary need. Southeastern Wisconsin
was defined as Milwaukee, Waukesha, Ozaukee, Washington, Racine,
Kenosha, and Walworth Counties. Northeastern Wisconsin included Brown,
Calumet, Door, Fond du Lac, Kewaunee, Manitowoc, Marinette, Menominee,
Oconto, Outagamie, Shawano, Sheboygan, Waupaca, Waushara, and Winnebago
Counties. All remaining counties were identified as other Wisconsin.
The use rate is the rate of hospitalization per 1000 population
for specific diagnoses. As previously mentioned, the diagnoses
utilized were those identified by the Health Systems Agency of
Southwestern Pennsylvania. It was necessary to modify the use rate to
represent the estimated number of hospitalized children who may
actually require inpatient rehabilitation. The 1985 demand forecast
identified 10% as being representative of the number of children
presenting with the identified diagnoses that may require inpatient
rehabilitation. Therefore, the use rate was multiplied by 10% to yield
a rate consistent with demand for inpatient rehabilitation services.
Table 4.2 illustrates projected regional and state wide demand:
It is important to note that the pulmonary rehabilitation
population is not included in the above projection as specific use
rates were not available. However, conversations with nursing and
respiratory therapy staff, as well as physicians indicate that 2-3 beds
could be occupied on an ongoing basis as evidenced by the current
Children's Hospital of Wisconsin patient volume.
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Table 4.2
Statewide Bed Need Projection*
Comprehensive Pediatric Rehabilitation
1993 Estimates























Total 1,296,863 0.224 28.5 8279 22.7 28.4
* 5 state (East North Central) ICD9 Use Rate Model, does not
include estimates for pulmonary rehabilitation.
** Modified use rate per 1,000 population.
*** ALOS=average length of stay of Children's Hospital of Wisconsin
patients treated under the inpatient rehabilitation protocol
post discharge from leu and/or IICU. This may be under-
representative in light of the fact that the ALOS at pediatric
rehabilitation facilities responding to the 1988 AHA survey was
72.1 days and ALOS at institutions interviewed by staff was
typically greater than 30 days.
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Further, it seemed realistic to expect that additional demand for
physical and pulmonary rehabilitation could be generated from
out-of-state, especially the Upper Peninsula of Michigan and Northern
Illinois.
External Market
While a projected need for 30+ beds (28.4 general inpatient
rehabilitation, plus 2-3 pulmonary rehabilitation) to service this
population exists, limited resources are available statewide and
locally. Although several area hospitals have rehabilitation units and
will accept pediatric patients, none are dedicated to servicing this
particular segment of the market. In fact, a for-profit company,
Lifelines Inc., from Indianapolis, has identified the Milwaukee area as
an underserved market and targeted it as a potential site for
development.
Recently, New Medico Rehabilitation Center, located in Waterford,
Wisconsin (Racine County), indicated plans to develop a 20 bed
pediatric brain injury unit to service Illinois, Iowa, and Wisconsin.
It is important to note that New Medico accepts a limited number of
Medicaid funded patients, and would likely depend upon the Children's
Hospital of Wisconsin as a referral source.
Statewide, facilities that service this population have tended to
be custodial, rather than transitional in nature, or function as a
hospice. Although rehabilitation services are routinely provided
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through these programs, the prime focus of service provision is
physical maintenance rather than restoration. In summary, while some
services are available, none are dedicated to the purpose of meeting
the inpatient rehabilitation needs of the pediatric population.
Programmatic Considerations
Based on state and local need, it appears that sufficient demand
exists to support the development of alternative care arrangements
through a specialized unit for children requiring intensive long-term
rehabilitation. Given the information reviewed, national trends, and
professional opinion, the following programmatic parameters should be
considered:
1) The unit should be transitional in nature rather than
custodial. Care should be taken when developing admissions
criteria in order to assure that the unit does not become a
repository for children with extensive care needs.
2) The unit should be designed to be multipurpose. Space should
be available for day hospital and respite services, as well as
intensive rehabilitation and long-term care.
3) Sufficient space should be available to allow for controlled
growth given that communities similar to Milwaukee have been
able to support larger units.
4) The physical plant should emulate a home-like atmosphere
rather than an institutional one in order to foster the
concept of a non-acute care setting.
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5) The unit should utilize a programmatic focus. A potential
model for service provision would be: a) Rehabilitation-
orthopedics; b) Rehabilitation-neurological;
c) Rehabilitation pulmonary; and d) General.
6) The unit should have available the following services:
a) PT; b) OT; c) Speech/Feeding; d) Nursing;
e) Respiratory Therapy; f) Child Life/Child Development;
g) Counseling; h) Family training; and i) Education.
Physical Location
Several options exist for the physical location of such a unit:
1) Unit within CHW:
A unit of the type described above could be developed within
CHW, where medical support would be readily available.
However, the philosophy of long-term care is not consistent
with the acute care philosophy of a hospital and it might
be difficult to create a home-like atmosphere within the
hospital itself. Additionally, space within CHW is not
currently available for the development of such a unit and
recent discussions regarding expansion have not included
provisions for a unit of this nature.
2) Unit within CRC:
Another potential site for the unit would be within CRC.
Space could be made available within a relatively short
period of time, although it would require reorganization and
consolidation of existing programs and office space, or the
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relocation of existing tenants. Existing therapy space could
be utilized for treatment of patients in the extended care
unit. Potentially, renovation could be less costly and
accomplished more quickly than construction of a new facility.
Curative's institutional design and experience exclusively as
an outpatient facility could be impediments to the creation and
operation of a home-like inpatient unit.
3) Construct a new facility:
A third option would be to house the unit in a separate, newly
constructed facility designed specifically for the purposes
outlined. While this is potentially the most costly option,
the advantages included the need not to adapt existing
space to meet the needs of the population to be served.
Creation of a home-like environment could be facilitated.
Based upon discussions with physicians, such a facility
should be proximate to medical support. Existing resources
should be utilized to the extent possible.
Licensure
If not housed within an existing hospital or nursing facility, it
would be necessary to obtain licensure for the unit in order for it to
legally operate within Wisconsin and be eligible for State
reimbursement. Several options for licensure exist, including: group
home, skilled nursing facility, hospital (rehabilitation), and the
creation of a new classification of facility. Only two, however,
appear to be feasible.
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According to current Wisconsin Administrative Code (Chapter
48.52), licensure as a group home would restrict the size of the
program - only eight children could be served at a site - as well as
its scope. The facility would face a similar situation as experienced
by homes in Green Bay and Marshfield, that of operating outside the
scope of its licensure.
Nursing home licensure would allow the facility to offer the
proposed services. Unfortunately, a moratorium on nursing home beds
currently exists in Wisconsin. Contacts within the Division of Health
(S. Schilling, personal communication, June 8, 1989) have indicated it
is highly unlikely that the moratorium will be lifted and equally
unlikely that the proposed unit could gain an exception. Therefore,
the most viable options were licensure as a hospital or the creation of
a new class of facility.
An administrator within the Bureau of Long-Term Support (B. Rowe,
personal communication, May 15, 1989) has recommended that a pediatric
extended care facility be licensed as a separate class, freeing it from
the facility requirements of hospital or skilled nursing facility (SNF)
licensure. His concern was that facility requirements, which might be
unnecessary for the unit, would lead to higher costs of providing care.
Should it prove difficult to obtain licensure as a new category of
facility, licensure as a rehabilitation hospital could prove
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practicable. It might even be feasible to obtain such licensure and
begin operation of the unit while working toward the development of a
new type of facility licensure.
Reimbursement
If a new category of facility were developed, it would be
necessary to negotiate adequate levels of reimbursement. Several
facilities licensed as skilled nursing homes reported being locked into
state Medicaid reimbursement rates for SNFs, which were inadequate for
the level of services they provided (A. Coreman, personal
communication, February 13, 1989, and G. Richter, personal
communication, February 22, 1989). Recently, the Lifelines facility in
Indianapolis was relicensed as a hospital so it could receive adequate
reimbursement, while it works with the State of Indiana for the
promulgation of administrative rules specific to its scope of
operation.
Consideration must also be given to the fact that certain levels
of reimbursement could impinge on the ability to discharge patients
from the unit to the home. State funded programs like the
Katie-Beckett Waiver Program predicate discharge upon movement of the
child into a less costly environment for care. If the experience of
adult extended care facilities holds true for this unit, it could well
be less costly to maintain the child in the extended care unit as
opposed to the home. This would negatively impact the transitional
nature of the facility.
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SECTION 5
DESCRIPTION OF POTENTIAL SOLUTIONS
The initial issue addressed was whether to attempt to establish a
specialized inpatient unit for medically-complex children with extended
rehabilitation needs. One alternative, of course, is to continue
serving these children in a fragmented manner through various, existing
units of the hospital. Should this project be pursued, however, the
issues relative to development of the unit become that of size and
location.
Three options are feasible relative to the location of the
proposed unit. These include: (1) a separate care unit within
Children's Hospital of Wisconsin; (2) a separate care unit within
Curative Rehabilitation Center; or (3) new construction of a
free-standing facility within close proximity to both institutions.
The size of a newly developed unit could potentially be limited by
location. If the unit were developed to accommodate optimistic demand
forecast projections (30+ beds), construction of a new free-standing
facility is necessary. However, if the more conservative estimates are
utilized, it is possible for either CHW or CRC to accommodate the new
unit.
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There are three options available regarding licensure of the unit.
Again, facility location has some relevance to this matter. If the
unit were located within the hospital, it would be licensed as a
hospital unit, consistent with other departmental licensures. As a
free-standing facility, the unit could be licensed either as a
stand-alone rehabilitation hospital, as part of CHW's licensure as a
separate unit, or as a skilled nursing facility. Similar choices are
available if the unit is physically housed within CRC. In addition,
Curative could apply for separate licensure as a rehabilitation
hospital in addition to its' current licensure as a comprehensive
outpatient rehabilitation facility. The final option is to apply for a
separate type of licensure through the state. This strategy could be
employed irrespective of the location of the unit.
Reimbursement for services provided is directly tied to licensure
of the unit. Reimbursement rates provided through hospital-based
settings is higher than those provided through skilled nursing
facilities. Although the fiscal interests of the two institutions
might best meet through this option, societal benefits derived through
lowered health care costs may be better achieved through development of
a separate licensure category which more accurately reflects costs




It appears that sufficient demand exists statewide to develop and
implement a specialized setting in which to care for children with
complex, long-term rehabilitation needs. This population includes
children who are technology-dependent, as well as those with more
traditional rehabilitative needs.
Although potential demand is expected to be in excess of 30 beds
based on 1993, 0-18 year-old population estimates, justification for a
15 bed pediatric unit to be housed within Curative Rehabilitation
Center is proposed as a preliminary, and more conservative, strategy.
It is expected that this compromise will address immediate patient care
needs, while simultaneously reducing fiscal risk associated with
construction of a larger free-standing facility. Should demand for
services continue to rise as predicted, CHW and CRC could investigate
development of a separate structure at a future date.
Recognizing that separate category licensure would probably be of
greatest societal benefit, it is suggested that this be pursued.
However, it is recommended that the unit be licensed as a unit of CHW
in the interim to capture the highest rate of reimbursement to benefit
both institutions and to enhance viability of the unit during its
embryonic stage.
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It will be necessary for such a unit to be staffed by a core team
including individuals representing rehabilitation nursing, physical
therapy, occupational therapy, medical services, psychological
services, social services, and speech and language pathology. Services
necessary to augment the core team are available through Children's
Hospital, Curative Rehabilitation Center, and the Medical College of
Wisconsin. Total staffing requirements for the proposed unit have been
estimated at 36.9 fulltime equivalents (FTEs).
Financial data indicates greater economies of scale will be
realized at higher occupancy levels. At the targeted occupancy rate of
80%, it is anticipated that annual net income would equal $809,921.
(See Appendix D for details). Further, 3 year cash flow analyses
indicate positive cash flow projections from the first year of
implementation with increases the second and third years.
While the unit could operate profitably at a lower occupancy rate
(consistent with current service volume at Children's Hospital of
Wisconsin) it is felt that obtaining additional volume would be
necessary to justify the initial capital outlay, support the
establishment of a separate unit, and improve the profitability of such
a unit.
The following list outlines the strengths and weakness of the
proposed program, as well as the opportunities for, and threats to the
establishment of such a unit:
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Strengths
- The provision of rehabilitative care in a non-acute care
environment should allow for ease of transition between the
acute care setting and the home.
- By clustering children with comprehensive rehabilitation needs
into one unit, staff will be able to develop the expertise
necessary to meet the functional needs of this population.
- The majority of resources necessary to establish such a program
are currently available at the two institutions.
Cost-effectiveness achieved through service provision in the
proposed unit as opposed to acute-care hospital is a societal
benefit realized through potentially lowered insurance premiums
and governmental expenditures.
Weaknesses
Little inpatient rehabilitation nursing expertise is available
at Children's or Curative.
- Spatial limitations within Curative limit opportunity for future
growth of the program.
Opportunities
- Limited competition exists locally and statewide.
- The potential exists to attract grant dollars for program
development and research purposes.
- There is potential to greatly expand the pediatric rehabilitation
programs at Children's Hospital and Curative Rehabilitation
Center by capturing additional market share.
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Threats
- A 20 bed pediatric brain injury unit is being developed by New
Medico, located in Waterford, Wisconsin (Racine County).
- Uncertainty with regard to Medicaid reimbursement due to the
development of a DRG-based system. Currently information is
inadequate to determine the impact of such a system on the
development of this unit.
- Inadequate supply of experienced pediatric rehabilitation
nursing professionals, as well as physical and occupational
therapists. Such a shortage may be problematic for recruiting
efforts to staff the unit.
- Independent Physician Association (IPA) control over referrals of
Health Maintenance Organization (HMO) funded patients. Significant
financial incentives exist to encourage admissions to their
affiliated hospitals, even if pediatric expertise is not
available.
The remainder of this section details operating assumptions and
provides support for the initiation of this project.
General Program Parameters
The proposed pediatric inpatient rehabilitation unit has been
developed to comply with Commission on the Accreditation of
Rehabilitation Facilities guidelines and staff recommendations. It
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reflects a program philosophy that emphasizes
habilitation/rehabilitation rather than maintenance, and is intended to
function as a transitional unit from the acute care setting to the
home. In general, the proposed unit has been designed as a cost
effective, normalized care environment for children with complex,
long-term rehabilitation needs.
Assumptions
The design of the proposed unit is contingent upon several
assumptions including the following:
1.) The proposed unit will consist of 15 beds. Although the
projected demand for beds is estimated significantly higher,
spatial constraints limit the number of beds that can be
housed in the proposed site. This issue is discussed in
the "Facilities" section.
2.) The proposed unit will be housed within Curative
Rehabilitation Center. Justification of the selection of
this location is described within the "location" section of
this report.
3.) The targeted occupancy rate will be 80%. This is consistent
with American Hospital Association guidelines.
4.) The unit will be operational seven days a week, 24 hours per
day.
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5.) The proposed unit will function utilizing the primary nursing
model. This is consistent with current hospital policy as
well as with current practices of similar, existing
facilities.
6.) Existing treatment protocols will be utilized as guidelines
for treating children with the various diagnoses admitted to
the unit. These protocols will be modified over time as
needed.
7.) The proposed unit will be licensed as a unit of Children's
Hospital of Wisconsin. This strategy is consistent with
advice of legal counsel (Foley and Lardner, personal contact,
July 7, 1989) and is expected to expedite implementation and
maximize service reimbursement potential.
Program Goals
Four goals have been identified relative to the proposed pediatric
inpatient rehabilitation unit and are enumerated below:
1.) Address national, state, and local needs for development of an
alternative care setting for children with complex, long-term
rehabilitation needs.
2.) Enhance coordination of care for inpatient rehabilitation
patients.
3.) Improve access to dedicated pediatric rehabilitation services.
4.) Reduce the cost of providing inpatient rehabilitation services.
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Target Population
The proposed pediatric inpatient rehabilitation unit is designed
to serve all children from birth through age 18 that have complex,
long-term rehabilitation needs and meet the established admission
criteria of the current inpatient rehabilitation protocol. Types of
diagnoses which may be served through the unit include neurological
disorders (brain injury, cerebral palsy, spinal cord injury),
orthopedic problems (amputations, scoliosis) and multiple traumatic
injuries, along with others such as the juvenile rheumatoid arthritis
population. In addition, it is expected that some children dependent
upon mechanical ventilation or tracheostomies, and in need of pulmonary
rehabilitation, could also be successfully served through this unit,
given that their care needs are more similar to those of inpatient
rehabilitation patients than acute care patients, and consistent with
the demonstrated success of other programs servicing this population
through this model. It is assumed that there will be 2 beds occupied
by ventilator-dependent children on an ongoing basis.
Historic Children's Hospital of Wisconsin data (Table 4.1)
indicate there is nearly an even split of males and females that could
benefit from this type of program. As previously indicated, 20% of the
population is expected to be under the age of 3; the 3 to 5 year old
category is expected to comprise 26% of the total; 34% are expected to
be 5-10 years old, and 18% are expected to be between 11 and 18 years
of age. This projection may be somewhat skewed due to the small size
of the sample, and also the fact that the sample does not include
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ventilator-dependent children. Currently, many of the ventilator-
dependent population serviced by Children's Hospital of Wisconsin are
under the age of 3. However, a number of these ventilator-dependent
children are approaching, or have reached, school age.
Admission Criteria
Preliminary admission criteria has been extracted from the existing
inpatient rehabilitation protocol as follows:
1.) The patient must have deficits in three or more functional
areas such as cognitive, motoric, social, sensory and language.
2.) The patient requires medical supervision and 24 hour nursing
care.
3.) The patient has the physical capacity to participate in and
benefit from, the intensive therapy program.
In order to meet the overall goal of the unit as a transitional
care environment between the acute care setting and a community-based
setting, it may be worthwhile considering the addition of a criterion
requiring an identified point of discharge to ensure that the program
does not become a "dumping ground" for children that lack natural
community and/or family support systems. Similarly, consideration may
be given to limiting the number of admissions of external referrals for
Medicaid funded children, as the reimbursement potential for this
funding source may jeopardize the financial viability of the unit as a
whole. All patients should be medically stable. These strategies are
currently employed by other facilities in order to protect the
integrity and viability of their programs.
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Service Requirements
The service requirements for the proposed unit can be functionally
delineated into four segments:
1.) Core Team Services













To provide direct or consultative medical service and to








































All services listed as necessary to support a dedicated pediatric
inpatient rehabilitation program are available at Children's Hospital
of Wisconsin and Curative Rehabilitation Center. However, it would be
necessary to recruit trained rehabilitation nursing professionals for
the unit or to provide training for staff interested in serving as
such. Services such as physical therapy, occupational therapy,
rehabilitation engineering, psychological services, and
prosthetics/orthotics could be provided through Curative. Nursing
staff, social services and discharge planning, respiratory therapy,
child life, chaplaincy, pharmacy, radiology, and laboratory could be
provided by Children's Hospital. Current arrangements for provision of
food service at Children's Hospital of Wisconsin could be extended to
this unit as well. Educational support could be provided through
Wauwatosa Public Schools.
Location
Three potential site options have been identified for the unit.
These include: (1) a separate care unit within Curative; (2) a
separate unit within Children's Hospital; or, (3) new construction of
a free standing facility. The Curative site was chosen over the other
two options for several reasons.
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First, although rehabilitation patients at Children's Hospital of
Wisconsin could be clustered onto a single unit to address concerns
regarding fragmentation of services, existing therapy space has been
identified as insufficient to accommodate current patient volume, far
less anticipated growth. Additionally, in order to meet Commission on
Accreditation of Rehabilitation Facilities (CARF) recommendations for
inpatient rehabilitation, it would be necessary to provide space for
services which already exist at Curative (Commission on Accreditation
of Rehabilitation Facilities, 1989).
Second, construction of new space would be significantly more
costly than renovation of existing space. The Zimmerman Design Group
provided cost estimates for both scenarios (J. Parker, personal
contact, August 17, 1989). At $105 per square foot, new construction
would cost roughly twice as much as renovation. Also, construction
time would be longer, and new heat, ventilation, air conditioning
(HVAC), electrical, and plumbing systems would be required. Further,
it is questionable as to whether construction of a new facility would
be consistent with future growth plans for either Children's Hospital
of Wisconsin or Curative Rehabilitation Center.
Facility
The area under consideration is 6900 square feet located on the
second floor of Curative in the center core of the building. This area
is directly to the north of Children's Hospital Rehabilitative Services
Department. The space is currently occupied by Curative's executive
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offices, Board room, Marketing Department, and Library. It is
estimated that renovation of this space could be accommodated at a cost
of approximately $55/sq. ft. (J.Parker, personal contact, August 17,
1989). Relocation of existing Curative entities would cost
approximately $125,000.
Components of the actual unit would include patient rooms, nurses
station, staff work area, therapy space, storage space, and a
multipurpose space for visitation, socialization and eating. It has
been recommended that rooms be larger than those currently available at
Children's in order to allow for easier wheelchair access. All rooms
would be piped for oxygen and suctioning.
Additional support space necessary to meet CARF and American
Institute of Architects guidelines is available in Children's Hospital
of Wisconsin and other areas of Curative. Ancillary services such as
pharmacy, laboratory, and radiology are available at Children's
Hospital of Wisconsin. Additional therapy space, Activities of Daily
Living (ADL) space and rehabilitation engineering, is available through
Curative Rehabilitation Center.
Preliminary designs for the unit reveal there may be some
difficulty in locating all core services in the available space. To
provide adequate space for patient rooms it may be necessary to access
additional therapy space elsewhere in Curative, or to provide
additional room for socialization/day space.
40
It is important to note that some logistical problems exist with
locating the unit at Curative. First, patient transport to access
ancillary services at Children's Hospital of Wisconsin has been
mentioned as a concern. Second, food services will also need to be
accessed through the hospital. Transportation through Curative can be
arranged to address these concerns.
Staffin&
To comply with CARF standards, the inpatient rehabilitation unit
would need to maintain a core team of caregivers to coordinate and
provide services consistent with individual need. This team should
include, but not be limited to: a physician, physical therapist,
occupational therapist, psychologist, rehabilitation nurse, social
worker, and speech and language pathologist. Medical direction must be
provided by a physiatrist or other physician equally qualified through
training and experience. For each patient, a physician should be
available to provide and manage medical and rehabilitative services.
This mayor may not be the same individual, therefore, the concept of
co-attending physicians, as suggested by several physicians
interviewed, is viable. All medical consultative services, as
recommended by CARF, are available through either of the institutions,
or the Medical College of Wisconsin.
In addition to 24 hour rehabilitation nursing and the core team,
the following patient care and support services should be available:
discharge planning, child life, respiratory therapy, chaplaincy,
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vocational rehabilitation, therapeutic recreation, and education.
These services will be provided to patients consistent with their needs
as documented in the individual Plans of Care.
Review of patient care needs by nursing, rehabilitative services,
and respiratory therapy staff of Children's Hospital (C. Krause,
personal contact, August 24, 1989; K. Magnus, personal contact, August
1989, J. Styberg, personal contact, 1989), has yielded the following


























It should be noted that shortages in the fields of nursing and
physical therapy could conceivably pose a problem for staffing the
unit. However, it is expected that the combined resources of the two
institutions will minimize this problem. Further, possibilities exist
to consolidate staffing through innovative and aggressive patient care
management strategies. It has been suggested that certain functions
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could be combined thereby reducing the projected level of full time
equivalents. It is not anticipated that all personnel outlined above
would be FTEs.
Eguipment
Major equipment items to be purchased for the unit are furnishings
or therapy related. Estimated cost for furnishings and supportive
equipment is $183,225 (Appendix D). Cost for physical and occupational
therapy equipment is estimated at $26,310 (Appendix D).
Program Administration
It is anticipated that the unit would operate and be managed
similarly to other units at Children's Hospital of Wisconsin. It was
recommended that management of patient care be coordinated by a
rehabilitation nurse manager or a clinical nurse specialist with
management experience. Other disciplines would report to their
respective department heads. For administrative purposes, coordination
of nursing and therapy functions, budgeting and other administrative




Responsibility summaries for the proposed unit have been developed
at both the 80% and 60% occupancy rate (Appendix D and E). The 80%
level represents the target for this unit, however the more
conservative occupancy level of 60% was also analyzed because it is
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assumed that occupancy may be lower during the first year of operation.
60% occupancy reflects the current Children's Hospital of Wisconsin
inpatient rehabilitation volume, plus the anticipated pulmonary
rehabilitation population.
Also, it is important to note that the costs associated with use
of ancillary services, (including lab and pharmacy) have not been
factored in. According to Children's Hospital of Wisconsin financial
services, incremental expenses associated with the provision of such
services are expected to be minimal, and the reimbursement for those
charges should positively impact the net income of the hospital.
In projecting unit expenses, both responsibility summaries reflect
salary costs predicated on the 80% occupancy level. If flexible
staffing arrangements are maintained, the actual net income at 60%
occupancy will exceed that stated on the 60% summary.
Several assumptions were used to project unit revenues. Patient
days equal 80% or 60% occupancy of the 15 beds over 365 days. Total
physical therapy, occupational therapy, and speech therapy units were
projected at 12 units per day (estimated at 15 units/day, Monday
through Friday, and 4 units/day, Saturday and Sunday). Daily
respiratory therapy charges were estimated on the basis of an average
census 2 ventilator patients. The room rate and nursing charges were
estimated at $170/day and $166/day respectively. Contractual
allowances of 25% were taken to represent the average difference of
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charges versus collections due to Medicaid funded patients, HMO
contracts, etc. This allowance reflects actual Children's Hospital of
Wisconsin experience for 1989.
The gross revenue per patient day (Appendix D and E) was calculate~ on the
basis of room rate charges plus estimated service charges. These charge~ were
directly related to line item expenses including salaries, benefits, supplies,
other expenses and first year expenses.
The proposed unit appears to be a profitable venture at both the
60% and 80% occupancy levels. At the 60% level, given the
aforementioned assumptions, net income is projected at $291,165; at the
80X level, the unit is expected to capture $809,921 in net income.
Cash Flow Analysis
From the standpoint of cash flow analysis at the 80% level, the
unit shows positive discounted cash flow of $370,487 during the first
year which includes payment of debt incurred for facility renovation
(Appendix F). Discounted cash flow estimates increase to $785,802 and
$813,194 the second and third years of operations respectively.
Break-Even Analysis
There are few line items that can be manipulated to alter the
break-even point of the proposed unit. Utilizing current line item
estimates, the unit will break even at an average of 49% occupancy,
indirect expenses excluded. If the room rate was decreased from $170
to $70, break-even would occur at 58% occupancy. With this scenario,
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gross revenue per patient day (non-ventilator) will be $592.50 as
opposed to $692.50. This appears to be a more competitive rate as
compared to other pediatric rehabilitation facilities in other
communities.
Reimbursement Issues
As previously identified, the impending threat of a DRG based
system for Medicaid reimbursement, as applied to the inpatient
pediatric setting, is a major concern relative to the financial
viability of the proposed unit. The state has targeted July 1, 1990,
for implementation of the reimbursement mechanism. At this time there
is insufficient information relative to reimbursement levels to
determine the impact of such system on the unit. If the services can
be provided at a lower cost than in the acute care setting it could
make the unit more attractive.
In order to optimize reimbursement potential it will be essential
to maintain a balanced payor mix that yields sufficient revenues to
cover program costs.
Of further concern, it has been identified that many area HMO's
have given IPA's the authority for decision relative to location of
service delivery. Since IPA's are capitated and financially liable,
there is a strong incentive for them to refer to their own affiliated
hospitals. Convincing IPA's to authorize service through the proposed
unit will need to be handled on a case-by-case basis with strong
influence by the physicians.
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One final consideration is the seasonal fluxation that has been
experienced with this population which indicates a potential for a
higher volume of patients in the spring and summer months and a
somewhate lower volume in the fall and winter. It is expected that
this may impact both cash flow and staffing patterns. It is expected
that the uneven cash flow situation will not be a problem if the
proposed unit operates as an additional unit of the hospital, however,
use of flexible staffing schedules would aid in minimizing unit
expenses during periods of low census.
Future Considerations
Should the decision be made to proceed with the establishment of
the proposed unit, the following recommendations are made:
1.) Identify a source of start-up funds and determine specific
financial arrangements between Curative Rehabilitation Center
and Children's Hospital of Wisconsin.
2.) Develop a full scale implementation plan to include the
following:
a. Identification of specific program objectives and a
method for program evaluation.
b. Refinement of admission criteria.
c. Refinement of financial targets including revenue
and contribution margins.
d. Determine physical layout of unit and prepare drawings.
Obtain necessary approvals for building.
e. Develop timeline for implementation.
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3.) Develop a full scale marketing plan and associated budget.
4.) Obtain licensure as a unit of Children's Hospital of
Wisconsin consistent with recommendations of legal counsel;
continue to pursue licensure as a separate category of
facility.
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APPENDIX A
Estimated Number of Wisconsin Children
Afflicted with 11 Chronic Diseases
DISEASE







































* Estimated prevalence rates. Source: Issues in the Care of Children
with Chronic Illness, Jossey-
Bass Publishers,
San Francisco, 1985.
** Estimates of Wisconsin children afflicted based on a 1987 population
estimate of 1,512,181 children under the age of 21.
Source: NPDC/SACHS Group, MarketPlanner Software.
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APPENDIX B
PEDIATRIC DIAGNOSES WHICH MAY REQUIRE REHABILITATION
(ICD-9-CM Codes)








3. Cerebral Palsy - Spastic Hemiplegia
4. Cerebral Palsy - Other Spastic
5. Cerebral Palsy - Athetoid
6. Cerebral Palsy - Other
7. Congential Intra-Spinal Disorders
Spina Bifida
Other




















3421, 3431, 3434 - 6
if
3430, 3432, 3433, 3448 - 27
3337 - 2








3568, 3569 - 2
3590-3599 - 12
04500-04593 - 0






14. Rheumatoid Arthritis and Allied
Conditions
15. Arthritis, Unspecified
16. Polymyositis and Dermatomyositis
17. Osteogenesis Imperfecta
18. Generalized Flexion Contracture of




21. Congenital Dislocation of Hip
22. Tendon Lengthening
8870-8877; 8970-8977;





7149; 7169 - 2











A. Pediatric Comprehensive Rehabilitation Bed Need (SWPHSA Formula):
A*B*C*D
Bed Need - - -
365(E)
8
A - 1988 Pediatric Discharge Rate for Diagnoses
Which May Require Rehabilitation - 13.47
B - Projected Population for Ages 0-17 for Southeastern
Wisconsin for 1993/10,000 = 44.96
C % Requiring Comprehensive Rehabilitation = 10%
D Average Length of Stay = 38 days
E Occupancy Goal - 80%
Key Assumptions:
* Utilized formula developed by Health Systems Agency
of Southwestern Pennsylvania, also used in 1985 CHW
demand forecast.
* Population estimates for Southeastern Wisconsin
utilized as the majority of CHW admissions originate
in the 7 county area.
* Source of population estimates: NPDC/Sachs MarketP1anner
Software.
* % of patients with diagnoses which might require
rehabilitation, who actually require rehabilitation
based upon estimates used in 1985 report.
* Average length of stay of 38 days is the ALOS for
patients on the inpatient rehabilitation protocol in
1988/1989 as reported by PT/OT.
* Occupancy goal of 80% was used based on conversation
with the Director of Rehabilitative Services.
Note: Should the early 1989 trend identified by CHW PT/OT Department
continue, it would indicate a local need for a 12 bed unit.
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B. Technology Dependent Children Long Term Bed Need:
Conversations with physicians revealed that Southeastern
Wisconsin could support a 4-5 bed unit.
C. Statewide Pediatric Comprehensive Rehabilitation Bed Need:
Projected 1993 0-17 population for the State of Wisconsin
was substituted for the Projected 0-17 population of Southeastern
Wisconsin. Projected bed need for the entire state is 23 beds.
D. Estimate of Bed Need for Extended Care Facility:
8-12 Pediatric Rehab Beds (local need)
4-5 Beds for Long Term Technology Dependent Children
12-17 Extended Care Beds (locally)
If CHW utilization trends hold true for this facility as well,
an additional 2-3 beds could be filled by children from outside











Benefits (17.18% as of 7/31/89)






















Nursing Charge Per Day
80%
4,380





* Estimated at 15 Units Per Day Monday-Friday
and 4 Units Per Day Saturday and Sunday.
Gross Revenue Per Patient Day (Ventilator)








POSITION FTE's RATE EXPENSE
Physical Therapist 3.10 $ 12.48 $ 80,471
Occupational Therapist 3.10 12.48 80,471
Speech Therapist 2.20 13.45 61,547
Respiratory Therapist 3.60 11.53 86,337
CNS Program Coordinator 1.00 16.79 34,923
,#
RN 16.10 12.48 417,930
Nursing Aide 4.70 7.10 69,410
Therapy Aide 1.10 7.10 16,245
Social Worker 0.50 13.45 13,988
Discharge Planner 0.00 15.44 0
Teacher 0.00 13.45 0
Neuropsychologist 0.00 16.79 0
Psychologist 0.00 13.45 0
Rehab Physicians 0.00 0.00 0
Child Life Specialist 0.50 11.53 11,991
Secretary 1.00 8.83 18,366
TOTAL 36.90 $ 891,679
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INPATIENT REHABILITATION FACILITY
SUPPLIES AND OTHER EXPENSES DETAIL
(80% Occupancy)
IICU
7/31/89 PER PT ANNUAL
DESCRIPTION EXPENSE DAY* EXPENSE**
Med/Surgica1 Supplies $ 55,539 $ 15.20 $ 66,574
Other Medical Care Supplies 11,244 3.08 13,478
Office and Admin Supplies 2,431 0.67 2,914
Printed Forms 9,018 2.47 10,810
Other Non-Med Supplies 2,344 0.64 2,810
PT & OT Supplies 0.85 3,723
Other Direct Expense 4,047 1.11 4,851 '*'
Expense From Other Depts. 5,630 1.54 6,749
TOTAL $ 90,253 25.55 $111,908
* 7/31/89 Year-to-Date IICU Days:
** Estimated IRF Annual PT Days:
(15 Beds * 80% * 365 Days)
3,654
4,380
Note: Rental/lease expense for the IICU monitors and IV solution
expense were not included in this analysis. It was determined





Building Depreciation ($55 * 6900 sq. ft./20 years)













Communications & Data Processing
Plant Operations (Uti1ites) (included in the rent)
Environmental Services-Salary of $15,142, Supplies $1911 & FB
Transport - $18 a Day (one hour per day total)
Security - .2 FTE's @ $9.58 for 7-11 Sat. & Sun.
Food - $20 per Patient Day
Food Service - 4.2 FTE's
Medical Records
Materials Management
Laundry and Linen - 2500 lbs. per Month @ $.23 per lb.
Rent - $12 per sq. ft.
Repairs & Maint. - Bldg.























15 Beds $ 45,000 $ 6,429
15 Night Stands 2,850 407
15 Side Chairs 2,400 343
8 Day Beds 7,200 1,029
8 Wall OTO/OPTH Units 2,800 400
8 Wall Blood Pressure Units 800 114
15 Overbed Tables 3,000 429
2 Linen Carts 2,800 400 it
6 CLockers 7,200 1,029
3 Utility Carts 600 86
Window Treatments 6,000 857
*Security System 5,000 500
Code Cart 900 129
Furnishings for Family Room 10,000 1,429
Microwave 500 71
Refrigerator 1,200 171
4 Retractable Tables 16,000 2,286
Crash Cart 1,000 143
Dietary Tray System 1,500 214
Dietary Delivery Cart 600 86
Kitchen Equipment 1,300 186
Telephone System Hardware 9,700 1,386
Computer Terminal and Printer 6,975 996
Telephone Sets 2,900 414
*Telephone Cabling, Trunking & Nurse Call 45,000 4,500
PT & OT Therapy Equipment 26,310 3,759
TOTAL $209,535 $27,791
* These items were depreciated over 10 years. All other items were































Benefits (17.18% as of 7/31/89)





















Nursing Charge per Day
* Estimated at 15 units per day Monday-Friday








Gross Revenue per Patient Day (Ventilator)





SUPPLIES AND OTHER EXPENSES DETAIL
(60% Occupancy)
IICU EXPENSE
7/31/89 PER PT ANNUAL
DESCRIPTION EXPENSE DAY EXPENSE**
Med/Surgica1 Supplies $ 55,539 $ 15.20 $ 49,930
Other Medical Care Supplies 11,244 3.08 10,109
Office and Admin Supplies 2,431 0.67 2,186
#
Printed Forms 9,018 2.47 8,107
Other Non-Med Supplies 2,344 0.64 2,107
PT & OT Supplies 0.85 2,792
Other Direct Expense 4,047 1.11 3,638
Expense From Other Depts. 5,630 1.54 5,061
TOTAL $ 90,253 $ 25.55 $ 83,931
* 7/31/89 Year-to-Date lIeu Days:
** Estimated IRF Annual PT Days:
(15 Beds * 80% * 365 Days)
3,654
3,285
Note: Rental/lease expense for the IICU monitors and IV solution
expense were not included in this analysis. It was determined










8 Wall OTO/OPTH Units

















Computer Terminal and Printer
Telephone Sets
*Telephone Cabling, Trunking & Nurse






























$ 209,535 $ 27,791
* These items were depreciated over 10 years. All other items






























































(1) Assumes census of 80% in year 1 (12 of 15 beds occupied)
8% annual increase in year 2 and year 3.
(2) Includes first year expenses in year 1 only; 6% annual increase
in salaries/benefits and "other expenses" with the exception of
depreciation items and 8% annual increase in supplies.
APPENDIX F CONTINUED
Discounted Cash Flow Analysis
68
Projected Cash Flow from Operations
Deduct: Assumed Capital Expenditure
: Depreciation/Amortization
Cash Flows
Present Value Factor @ 8%






























(1) Renovation costs for 6,900 sq. ft. @$55 per sq. ft.
